In Canada, Indigenous women are more likely than non-Indigenous women to be survivors of sexual assault and experience sexual assaults that are more serious in terms of physical injury and other health-related consequences. Despite their related needs for care and support, there is a paucity of research to date that has examined their uptake of specialized acute health services post sexual assault. To address this gap, we explored the presentation, sociodemographic, assailant, assault, and service use characteristics of Indigenous women, as compared to non-Indigenous adult and adolescent women aged 12 and older presenting to 30 of 35 hospital-based sexual assault treatment centres in Ontario from 2009 to 2011, using bivariate analyses. Of the 948 women in our sample, 116 (12%) identified as being Indigenous. Indigenous survivors differed significantly from non-Indigenous survivors on many presentation, sociodemographic, and assault characteristics. For example, they were more likely to present to a hospital within 24 hours of being assaulted and a treatment centre serving a primarily rural population. They tended to be younger, were more likely to be living in an institutional setting, report community or group affiliations and government or community services as sources of social support, and be assaulted by a parent, guardian, or other relative. In terms of receipt of services, they were more likely to have undergone safety planning and to be referred to child protection or community agencies. They reported high levels of satisfaction with the services received, however, were less likely than non-Indigenous survivors to rate the overall care provided as excellent or good. On the whole, the results of our study suggest that Indigenous women value acute hospital-based sexual assault services. However, they experience sexual assaults in contexts different from nonIndigenous survivors. It is important for health care providers to be attuned to this so that they can appropriately respond to their unique needs.
Introduction injuries sustained, treatment for sexually transmitted infections, and provision of emergency contraception. In addition, forensic evidence is collected including the documentation of injuries and collection of biological samples for toxicology testing and swabs for testing for presence of DNA, using a sexual assault or rape evidence collection kits. These treatment programs are also aimed at minimizing the consequences of abuse and likelihood of re-victimization through the offering of risk assessment, safety planning, and follow-up/referral services [17, 18] .
Some studies have been conducted examining the uptake and satisfaction with SANE-led violence treatment services among all clients [17, 19] . However, there is limited research that has focused specifically on Indigenous women, and compared their experiences to those of non-Indigenous survivors seen at such services. This is a critical gap in knowledge as women are not a monolithic group, and explorations of diverse groups within the category of "women" can reveal important differences, which may have implications for health policy and the delivery of health care [20, 21] . To address this gap, in this study, we examined data drawn from a client evaluation of services conducted at Ontario's Sexual Assault/Domestic Violence Treatment Centres (SA/DVTCs) [19] . Although the Client Evaluation Project was not designed specifically to examine the experiences of Indigenous women and girls, the data collected provided an important opportunity to explore the presentation, sociodemographic, assailant, assault, and service use characteristics of Indigenous women, as compared to nonIndigenous survivors. The results of this study hold the potential to inform outreach initiatives and systems of health service delivery to Indigenous survivors, as well as further training for post-sexual assault service providers.
Methods

Ethics
We obtained research ethics board approval from Women's College Hospital (REB: 2016-0028-E) for the current study. For the Client Evaluation Project ethics approval was attained at all 30 participating hospital-based SA/DVTCs. As part of the research ethics process, informed consent was obtained from each participant or parent/guardian.
Data collection tools
Two data collection forms [19] , designed by the research team of experienced SANEs and gender-based violence researchers, were developed based on information collected in previous sexual assault studies [22] [23] [24] [25] [26] [27] [28] and SA/DVTC standards of care [29] . These forms were piloted at two sites for several weeks and modified based on feedback. The resulting standardized client intake form and the satisfaction survey collected the following information examined in this study (see Tables for full list of variables) : presentation characteristics such as police accompaniment; sociodemographic characteristics such as age, race/ethnicity, marital status, disability status; assailant characteristics such as relationship to survivor; and assault characteristics such as type of sexual assault, number of sex acts, and type of coercion. Additionally, information was examined about receipt of services including assessment/documentation of injuries, photodocumentation of injuries, crisis intervention/counselling, medical care and/or treatment, risk assessment, safety planning, and referral to community agencies for ongoing support. Finally, information about satisfaction with services was examined including timely response to needs, felt safe during visit, all questions and concerns responded to, was treated with respect, was supported and cared for, was not judged (strongly agree/agree/disagree/strongly disagree), needed care was received (yes/no), and overall rating of care (excellent/good/fair/poor).
Procedure
In the Client Evaluation Project, data were collected prospectively between April 1, 2009 and June 30, 2011 at 30 of Ontario's 35 participating SA/DVTCs. To ensure that the data were collected in a standardized manner across all sites, regional train-the-trainer sessions were delivered to managers of each program by one of the study principal investigators, also an experienced SANE (SM). The program managers in turn trained their own frontline nurses.
All clients who are survivors of sexual assault or domestic violence who presented within approximately 72 hours of a sexual assault were interviewed by attending SANEs and offered services as appropriate as part of the delivery of clinical care. Clients were free to accept or decline any services. The satisfaction survey, which was provided to the client or parent/guardian by the attending SANE who explained its voluntary and anonymous nature, was completed after receipt of care either in a private area on site or at home (provided with a self-addressed, stamped, envelope). Both the client intake form and satisfaction surveys were linked only with a unique study ID number for each client. The intake and satisfaction forms were sent to the central coordinating centre where the information was entered into a secure database on an ongoing basis.
Analysis
The analyses and interpretation of the data for the current study were guided by our Indigenous research team member (AB). The analyses included adult and adolescent women 12 years of age and older who were sexually assaulted and identified their ethnicity. We compared those who identified as Indigenous (e.g., Aboriginal, First Nations, Métis) to women and girls who identified as other ethnic/racial groups. We used Pearson's Chi-square or Fisher's Exact tests where appropriate to examine associations between Indigenous status and presentation, sociodemographic, assailant, and assault characteristics, as well as receipt of and satisfaction with services. For satisfaction with services, the decision to examine response options as strongly agree/agree vs. disagree/strongly disagree and excellent/good versus fair/poor was made a priori to conducting the analyses for this study, and is consistent with other analyses arising from the larger Client Evaluation Project [19] .
For the number and type of sex acts, survivors indicating "don't know/remember" ranged from 37%-45% for Indigenous women and 32%-41% for non-Indigenous women and these cases were therefore included in the relevant analyses. Missing data on other individual variables examined were excluded from the analyses. If cell counts were less than 5, data were suppressed to be sensitive to concerns relating to confidentiality. Complementary cells were also suppressed where the data contained in those cells could be used to compute those with cell counts less than 5 [30] . All analyses were conducted using Stata Statistical software (StataCorp, 2001 ) and a p value < 0.05 was used to indicate statistical significance, as is appropriate given the exploratory nature of the study [31] .
Results
Nine hundred forty eight clients met study inclusion criteria-were adult and adolescent women aged 12 years or older, presented for acute sexual assault care, and identified their ethnicity. Of these, 116 (12.2%) identified as Indigenous and the remaining 832 (87.8%) as nonIndigenous. Seventy-two Indigenous survivors (62.1%) and 596 (71.6%) non-Indigenous survivors had filled in a satisfaction survey.
Presentation characteristics
Indigenous adult and adolescent women differed significantly from non-Indigenous survivors on all presentation characteristics (Table 1) . Indigenous women were more likely to be accompanied to the hospital by police (51.4% vs. 39.3%, p = 0.049). They were also more likely to present to a hospital within 24 hours of being sexually assaulted (69.6% vs. 58.8%, p = 0.028) and at a treatment centre serving a primarily rural population (53.1% vs. 17.2%, p<0.0001).
Sociodemographic characteristics
Indigenous adult and adolescent women differed significantly from non-Indigenous survivors on several sociodemographic characteristics ( Table 2 ). Indigenous women experiencing sexual assault were more likely to be between 12 to 18 years of age at the time of the assault (43.5% vs. 31.2%, p = 0.008). Indigenous survivors were more likely to live in an institutional setting at the time of the assault (11.2% vs. 3.4%, p<0.0001), and less likely to live with a roommate or in a dormitory (7.8% vs. 16.6%, p = 0.014). They were also more likely to report community or group affiliations (25.9% vs. 14.8%, p = 0.002) and government or community services (9.5% vs. 3.6%, p = 0.004) as sources of social support, and less likely to report roommates or friends (43.1% vs. 64.4%, p<0.0001) and school personnel (9.5% vs. 16.8%, p = 0.043) as supportive.
Assailant characteristics
Indigenous adult and adolescent women differed significantly from non-Indigenous survivors on their relationship to the assailant (Table 3) . In cases in which there was only one assailant, Indigenous women were more likely to have been assaulted by a parent, guardian, or other relative (14.8% vs. 3.1%), less likely by a partner or ex-partner (13.6% vs. 19.2%) and other known assailant (54.3% vs. 61.1%), and as likely by a stranger (17.3% vs. 16.6%, p <0.0001).
Assault characteristics
Indigenous adult and adolescent women differed significantly from non-Indigenous survivors on a few assault characteristics (Table 4) . Indigenous women were less likely to report any other coercion, that is, coercion not involving physical or psychological force (15.8% vs. 25.2%, p = 0.028) and, specifically, having been forced to drink or having been drugged prior to being assaulted (5.3% vs. 11.9%, p = 0.034).
Receipt of services
Indigenous adult and adolescent women differed significantly from non-Indigenous survivors in their receipt of some SA/DVTC services (Table 5 ). Indigenous women were more likely to receive risk assessment or safety planning overall (67.5% vs. 54.6%; p = 0.009). With respect to specific services used, Indigenous women were more likely to receive safety planning support (51.8% vs. 39.7%, p = 0.014) and be referred to a child protection agency (14.0% vs. 4.9%, p<0.0001). They were also more likely to be referred to community agencies for ongoing support following sexual assault (44.7% vs. 32.4%, p = 0.009). Satisfaction with services
Indigenous adult and adolescent women differed significantly from non-Indigenous survivors in their satisfaction with services only in their rating of the overall care provided (Table 6 ). Indigenous survivors were less likely than non-Indigenous survivors to rate the overall care as excellent or good (95.7% vs. 99.1%, p = 0.045).
Discussion
The majority of the literature available examining sexual assault among Indigenous women focuses on prevalence rates. Our study is the first of which we are aware to explore the presentation, sociodemographic, assailant, assault, and service use characteristics, as well as the service satisfaction of Indigenous adult and adolescent women using specialized violence treatment centres. One hundred and sixteen of 948 women in our sample identified as Indigenous-over 12% of the sample-which is disproportionate to the proportion of Indigenous women and girls in the general female population in Canada (4%) [32] . However, this finding may be explained in part by the heightened rates of violence perpetrated against Indigenous women as compared non-Indigenous women nation-wide [3] . Our study revealed important differences in the presentation characteristics of Indigenous and non-Indigenous sexually assaulted women who were seen at a SA/DVTC. That Indigenous survivors were more likely to come to a hospital within 24 hours of being sexually assaulted is a positive finding as generally this allows for the timely provision of acute health care services, and the collection and documentation of forensic evidence, which can degrade over time [33] . Earlier presentation to a centre among Indigenous survivors is also encouraging given that in Ontario about 40% of Indigenous populations versus 19% of the total Canadian population live in rural or remote areas [34] , which is consistent with our finding that Indigenous survivors had an increased likelihood of presenting to centre serving primarily a rural population. The higher rates of police accompaniment to hospital for Indigenous survivors in our study could have contributed to quicker presentation to a centre, as well as alleviated some of the transportation challenges associated with accessing services from rural and remote areas [35] . Other studies have also found that police are more likely to be notified in cases of violent victimizations involving Indigenous women [6, [36] [37] [38] .
Our study uncovered several important differences in the sociodemographic characteristics of Indigenous and non-Indigenous survivors of sexual assault. Indigenous survivors tended to be younger, a finding congruent with a review of 20 Canadian studies conducted from 1989 to 2007 which found that sexual abuse before the age of 18 is prevalent in Indigenous communities (25%-50%), and more prevalent in Indigenous than non-Indigenous communities [39] . They were also more likely to be living in an institution, which together with younger age, may be related to the increased reporting to police among cases involving Indigenous women. Additionally, Indigenous survivors were more likely than non-Indigenous survivors to be not employed, which may not be surprising given their relatively younger age. At the same time, however, this finding is consistent with the higher rates of unemployment documented for Indigenous versus non-Indigenous women in Canada (13.3% vs. 7.2%) [40] . This profile of Indigenous women in our sample aligns with previous research on the general population of Canadian women that has shown being younger, living in an institutional setting, and being unemployed or having a low income are risks for (re)experiencing sexual assault [41] . Finally, Indigenous survivors were more likely than non-Indigenous survivors to disclose feeling supported by community or group affiliations and government or community services. Although these supports are positive and might mitigate some of the systemic inequalities experienced by Indigenous survivors, there are still many socioeconomic disparities between Indigenous and non-Indigenous women in Canada that urgently need to be addressed by policy makers [42] [43] .
In our study, we found differences between Indigenous and non-Indigenous survivors on the assailant characteristic, relationship status. The most prominent difference was that Indigenous survivors were more likely to be sexually assaulted by a parent, guardian, or other relative. This finding may be related to Indigenous survivors' relatively younger age. Furthermore, it aligns with previous reports that have documented high rates of sexual abuse among Indigenous children and youth by members of the immediate or extended family [44] [45] . It is important to note, however, that this finding does not suggest that assailants were Indigenous as they could have been a foster parent, parent, family member, or guardian of non-Indigenous heritage. Nonetheless, it is critical in the development of further training for service providers to address the survivor-assailant relationship as familial sexual abuse has been linked to a wide range of adverse psychosocial and behavioral outcomes, including increased likelihood of mental health disorders, particularly depression, substance use, and posttraumatic stress disorder later in life [46] [47] [48] . Such training, additionally, could be tailored to better meet Indigenous survivors' specific needs vis à vis their socioeconomic vulnerabilities. Some findings from population-based surveys suggest that Indigenous women are more likely to experience violent assaults [3, 4] . Our results showed no differences between Indigenous and non-Indigenous survivors in the severity of the assault experienced, including the use of a weapon, use of physical and psychological coercion, and presence of physical injuries. This may be due to the fact that the data examined in our study were hospital-based and therefore already representative of sexual assault cases that were more severe in nature and requiring immediate health care, thus diminishing any potential differences in severity between the two groups. However, compared to non-Indigenous survivors, Indigenous survivors were less likely to report having been forced to drink or having been drugged prior to being sexually assaulted. This finding may be related to the fact that Indigenous survivors were reportedly less likely to be assaulted by non-partner known assailants (e.g., friends, acquaintances), which Indigenous survivors of sexual assault is the assailant type that has, in one study, been attributed to a substantial proportion of drugfacilitated sexual assault cases [49] . Our study revealed important differences in receipt of services between Indigenous and non-Indigenous sexual assault survivors. Indigenous survivors were more likely to engage in safety planning than non-Indigenous survivors, a finding that is encouraging given the higher rates of violence perpetrated against Indigenous women over their lifetime [3] . Cases involving Indigenous survivors also were more likely to be reported to child protection agencies. Although it must be acknowledged that Indigenous women are problematically over represented among those reported to children's aid societies in the general Canadian population [50] , this finding may simply reflect the younger age of Indigenous survivors and/or the fact that they were more likely to be sexually assaulted by a parent, guardian, or other relative in our sample, circumstances in which reporting could have been mandated [51, 52] . As well, Indigenous survivors were more likely to be referred to agencies in the community for ongoing support, which may suggest fitting receipt of care given some identified community services as a key source of social support.
Notably, our results showed no differences between Indigenous and non-Indigenous women's receipt of forensic evaluation and acute health care services at SA/DVTCs. This appears appropriate as both Indigenous and non-Indigenous survivors also experienced similar rates of physical coercion, physical injuries, and vaginal and anal penetration. Almost all Indigenous women in our study underwent some component of forensic evaluation (e.g., over four-fifths were assessed for injuries) and used at least one acute health care service (e.g., received crisis counselling, medical care or treatment, HIV post exposure prophylaxis counselling, emergency contraception). These findings coupled with Indigenous survivors' greater use of safety planning and increased referral to community agencies for ongoing support are somewhat reassuring as the receipt of such services may diminish the short and longer-term physical and psychological impacts of sexual assault, as well as reduce rates of re-victimization [17, 53] .
Our results showed that a smaller proportion of Indigenous women rated the overall care provided at SA/DVTCs as excellent or good as compared to non-Indigenous survivors, although this rating of care was high in both groups. Indigenous survivors, like other survivors using the SA/DVTC services, and as seen in other evaluations of specialized sexual assault centres [23, 25] , were satisfied with the process and providers of care and almost all agreed that they would recommend the services to others, supporting existing recommendations to further implement SANE-led models of care [16, [54] [55] . Given these positive findings and the barriers faced by Indigenous survivors seeking care post victimization, SA/DVTC services should further prioritize outreach initiatives to Indigenous communities [56] [57] . As a first step, the Ontario Network of SA/DVTCs is collaborating with the Ontario Federation of Indigenous Friendship Centres, which will lead the creation of relevant tools [58] .
Limitations
The following limitations should be considered in interpreting the results of this study. First, all results from this study are based on women and adolescents attending hospital-based SA/ DVTCs. Therefore, some of the findings of this study may not be generalizable to Indigenous and non-Indigenous survivors of sexual assault who choose not to use these services following sexual assault. Second, a substantial proportion of women reported that they did not know or could not remember the details of their assault and thus it is possible that the estimates presented for vaginal and anal penetration could be conservative. Third, there are some data that it would have been valuable to examine in this study that were not deemed feasible or sensitive to collect as part of the Client Evaluation Project acute care environment (e.g., history of childhood trauma). Fourth, survivors who chose not to complete a satisfaction survey may have been those most dissatisfied with services [59] . Fifth, the dichotomization of Likert scales to measure satisfaction resulted in a loss of granulation in the data. However, the a priori decision to analyze the data this way was based on earlier analyses of the larger Client Evaluation Project full sample [19] , which revealed very small cell counts in the strongly disagree, disagree, fair, and poor categories. Finally, the Client Evaluation Project was not designed to examine the experiences of Indigenous women specifically and, therefore, relevant items may have not been included on the satisfaction survey (e.g., regarding cultural sensitivity).
Conclusion
Our key insights into the characteristics and experiences of Indigenous adult and adolescent women seen at Ontario's SA/DVTCs, as well as their receipt of and satisfaction with services, may have implications for policies and practices at other forensic nurse examiner violence programs, of which there are over 860 globally [60] . Nonetheless, additional studies are needed to expand on our findings. Future research should include larger and more robust examinations of sexual assault using representative samples of Indigenous women in Canada to provide an increasingly accurate picture of the current trends in health and other service use. In order to optimize the post sexual assault care provided to First Nations, Métis, and Inuit women, such studies should extensively and meaningfully engage Indigenous and non-Indigenous service providers, as well as Indigenous survivors themselves, at all stages of the research [61] .
